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•  Application of skin creams
•  Debridement of nails
•  Other hygienic or preventive maintenance care

Sterilization (ARM 37.86.104)
Elective Sterilization
Elective sterilizations are sterilizations done for the purpose of becoming
sterile.  Medicaid covers elective sterilization for men and women when all
of the following requirements are met: 
1. Client must complete and sign the Informed Consent to Sterilization

(MA-38) form at least 30 days, but not more than 180 days, prior to the
sterilization procedure. This form is the only form Medicaid accepts for
elective sterilizations (see Appendix A Forms for the form and instruc-
tions).  If this form is not properly completed, payment will be denied.

The 30-day waiting period may be waived for either of the following
reasons:

•  Premature Delivery.  The Informed Consent to Sterilization 
must be completed and signed by the client at least 30 days prior 
to the estimated delivery date and at least 72 hours prior to the 
sterilization.

•     Emergency Abdominal Surgery.  The Informed Consent  to                           
Sterilization form must be completed and signed by the client at 
least 72 hours prior to the sterilization procedure.

2. Client must be at least 21 years of age when signing the form.

3. Client must not have been declared mentally incompetent (see Defini-
tions) by a federal, state or local court, unless the client has been
declared competent to specifically consent to sterilization.

4. Client must not be confined under civil or criminal status in a correc-
tional or rehabilitative facility, including a psychiatric hospital or other
correctional facility for the treatment of the mentally ill.

Before performing a sterilization, the following requirements must be met:
•  The client must have the opportunity to have questions regarding the 

sterilization procedure answered to his/her satisfaction.
•  The client must be informed of his/her right to withdraw or withhold con-

sent anytime before the sterilization without being subject to retribution 
or loss of benefits.

•  The client must be made aware of available alternatives of birth control 
and family planning.
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•  The client must understand the sterilization procedure being considered 
is irreversible.

•  The client must be made aware of the discomforts and risks which may 
accompany the sterilization procedure being considered.

•  The client must be informed of the benefits and advantages of the steril-
ization procedure.

•  The client must know that he/she must have at least 30 days to reconsider 
his/her decision to be sterilized.

•  An interpreter must be present and sign for those clients who are blind, 
deaf, or do not understand the language to assure the person has been 
informed.

Informed consent for sterilization may not be obtained under the following
circumstances:
•  If the client is in labor or childbirth.
•  If the client is seeking or obtaining an abortion.
•  If the client is under the influence of alcohol or other substance which 

affects his/her awareness.

Medically Necessary Sterilization
When sterilization results from a procedure performed to address another
medical problem, it is considered a medically necessary sterilization.
These procedures include hysterectomies, oophorectomies, salpingecto-
mies and ochiectomies.  Every claim submitted to Medicaid for a medically
necessary sterilization must be accompanied by one of the following:

•  A completed Medicaid Hysterectomy Acknowledgement form 
(MA- 39) for each provider submitting a claim.  See Appendix A 
Forms for the form and instructions.   It is the provider’s respon-
sibility to obtain a copy of the form from the primary or attending 
physician.  The client must sign and date this form at least 30 
days prior to the procedure (see 42 CFR 441.250 for the federal 
policy on hysterectomies and sterilizations).

•  For clients who have become retroactively eligible for Medicaid, 
the physician must certify in writing that the surgery was per-
formed for medical reasons and must document one of the fol-
lowing: 

•  The individual was informed prior to the hysterectomy 
that the operation would render the client permanently 
incapable of reproducing.

•  The reason for the hysterectomy was a life-threatening 
emergency.

•  The client was already sterile at the time of the hysterec-
tomy and the reason for prior sterility.  

A notation
“Not a Sterili-
zation” on a
claim is not
sufficient to
fulfill these
certification
requirements.
2.8 Covered Services
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PA Criteria for Specific Services (continued)

Service PA Contact Documentation Requirements
• Reduction 

Mammo-
plasty

SURS
P.O. Box 202953
Helena, MT  
59620-2953

Phone:
(406) 444-0190 

Helena and 
out of state

(406) 444-1441 
Helena and 
out of state

Fax:
(406) 444-0778

•  Both the Referring physician and the surgeon must submit documentation.
•  Back pain must have been documented and present for at least six months, a

other than weight of breasts must have been excluded.
•  Indications for female client:
•  Contraindicated for pregnant women and lactating mothers.  A client must

months after the cessation of breast feeding before requesting this procedu
•  Female client 16 years or older with a body weight less than 1.2 times the 

weight.
•  There must be severe, documented secondary effects of large breasts, unres

standard medical therapy administered over at least a six month period.  T
include at least two of the following conditions:

•  Upper back, neck, shoulder pain that has been unresponsive to at least s
of documented and supervised physical therapy and strengthening exer

•  Paresthesia radiating into the arms.  If parathesia is present, a nerve co
study must be submitted.

•  Chronic intertrigo (a superficial dermatitis) unresponsive to conservati
sures such as absorbent material or topical antibiotic therapy.  Docume
and duration of dermatological conditions requiring antimicrobial ther

•  Significant shoulder grooving unresponsive to conservative manageme
proper use of appropriate foundation garments which spread the tensio
support and lift function evenly over the shoulder, neck and upper back

Documentation in the client’s record must indicate and support the following
•  History of the client’s symptoms related to large, pendulous breasts.
•  The duration of the symptoms of at least six months and the lack of succes

therapeutic measures (e.g., documented weight loss programs with six mo
food and calorie intake diary, medications for back/neck pain, etc.).

•  Guidelines for the anticipated weight of breast tissue removed from each b
related to the client’s height (which must be documented):
      Height                                  Weight of tissue per breast
  less than 5 feet                                      250 grams
  5 feet to 5 feet, 2 inches                       350 grams
  5 feet, 2 inches to 5 feet, 4 inches      450 grams
  greater than 5 feet, 4 inches              500 grams

•  Pre-operative photographs of the pectoral girdle showing changes related t
mastia.

•  Medication use history.  Breast enlargements may be caused by various m
(e.g., sironolactone, cimetidine) or illicit drug abuse (e.g., marijuana, heroi
roids).  Although rare in women, drug effects should be considered as caus
breast enlargement prior to surgical treatment since the problem may recur
surgery if the drugs are continued.  Increased prolactin levels can cause br
enlargement (rare).  Liver disease, adrenal or pituitary tumors may also ca
enlargement and should also be considered prior to surgery.

•  Indications for male client:
•  If the condition persists, a client may be considered a good candidate for s

Clients who are alcoholic, illicit drug abusers (e.g., steroids, heroin, mariju
overweight are not good candidates for the reduction procedure until they 
correct their medical problem first.

•  Documentation required:  length of time gynecomastia has been present, h
weight, and age of the client, pre-operative photographs

Replacement Page, June 2003

250 grams
350 grams
450 grams
500 grams
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PA Criteria for Prescription Drugs
Drug Criteria

Non-steroidal Anti-Inflam-
matory Drugs

PA required for all single-
source NSAIDS:
Ponstel
Mobic
Naprelan

Trial and failure with at least two multiple-source products must be 
documented.

Celebrex (celecoxib)
Vioxx (rofecoxib)
Bextra (valdecoxib)

No history of aspirin sensitivity or allergy to aspirin or other NSAID, 
and/or aspirin triad, and  at least one of the following:

•  History of  previous GI bleeding within the last 5 years
•  Current or recurrent gastric ulceration
•  History of NSAID-induced gastropathy
•  Currently treated for GERD

For clients 65 and older, no concomitant aspirin use.
Vioxx 50mg is not recommended for chronic use.  Medicaid does not 
cover Vioxx at this dose for extended periods.  

Disease-modifying anti-rheu-
matic drugs (DMARD)
Arava (leflunomide)
Enbrel (etanercept)
Humira (adalimumab)
Kineret (anakinra)
Remicade (infliximab)

•  Diagnosis of rheumatoid arthritis
•  Rheumatology consult with date and copy of consult included
•  Failure with or contraindication to methotrexate alone or in com-

bination with sulfasalazine, hydroxychloroquine or Arava, in 
which case Enbrel, Remicade, or Kineret may be approved either 
alone or in combination with Arava.

•  Kineret may be used alone or in combination with DMARD’s 
other than tumor necrosis factor (TNF) blocking agents (i.e. 
Enbrel)

•  Enbrel or Remicade whether alone or in combination with 
methotrexate or Arava may be approved for first-line treat-
ment in patients with moderately to severely active rheuma-
toid arthritis as evidenced by:

•  > 10 swollen joints
•  > 12 tender joints
•  Elevated serum rheumatoid factor levels or erosions on base-

line x-rays
Remicade (infliximab) Diagnosis of:

•  Moderately to severely active Crohn’s disease for patients with an 
inadequate response to conventional therapy

•  Fistulizing Crohn’s disease
Ambien (zolpidem)
Sonata (zaleplon)
Quantity limited to 15 tablets 
per month.

Trial and failure with at least two multi-source prescription sleep-
inducing drugs. 

Oxycodone HCL Controlled-
Release (OxyContin)

•  Diagnosis of oncologic pain
•  Prior authorization is required for all dosing above twice a day 

and above 320 mg per day.  
4.14 PASSPORT and Prior Authorization
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PA Criteria for Prescription Drugs (continued)
Drug Criteria

Thalomid (thalomide) Treatment of the cutaneous manifestations of moderate-to-severe 
erythema nodosum leprosum (ENL).
Considered for other diagnoses on individual basis.

Zyvox (linezolid) Adult patients with vancomycin-resistant enterococcus.
Zoloft 25 mg & 50 mg
(sertraline)

Authorized for patients requiring dosages where tab splitting would be 
inappropriate (i.e., 75 mg, 125 mg).

Tretinoin
PA required for patients 26 
years and older.

Diagnose of:
•  Skin cancer
•  Lamellar ichthyosis
•  Darier-White disease
•  Psoriasis
•  Severe recalcitrant (nodulocystic) acne

Growth hormones Diagnosis of:
•  Growth hormone deficiency in children and adults
•  Growth retardation of chronic renal insufficiency
•  Turner’s Syndrome
•  AIDS-related wasting

Children and adolescents must meet the following criteria:
•  Standard deviation of 2.0 or more below mean height for chrono-

logical age
•  No expanding intracranial lesion or tumor diagnosed by MRI
•  Growth rate below five centimeters per year
•  Bone age 14-15 years or less in females and 15-16 years or less in 

males
•  Epiphyses open

Growth hormone deficiency in children:  Failure of any two stimuli 
tests to raise the serum growth hormone level above 10 nanograms/
milliliter.

Growth retardation of chronic renal insufficiency:  Irreversible 
renal insufficiency with a creatinine clearance <75 ml/min per 1.73m2 
but pre-renal transplant.

Turner's Syndrome:  Chromosomal abnormality showing Turner's 
syndrome.

Growth hormone deficiency in adults:
•  Adult Onset:  Patients have somatotropin deficiency syndrome 

(SDS) either alone or with multiple hormone deficiencies, 
(hypopituitarism), as a result of pituitary disease, hypothalamic 
disease, surgery, radiation therapy or trauma.

•  Childhood Onset:  Patients who had growth hormone deficient 
during childhood and now have somatotropin deficiency syn-
drome (SDS).
PASSPORT and Prior Authorization 4.15
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PA Criteria for Prescription Drugs (continued)
Drug Criteria

Dipyridamole As adjunct to warfarin anticoagulants in the prevention of postopera-
tive thromboembolic complications of cardiac valve replacement.

Gastro-intestinal drugs

Includes H-2 antagonists, 
proton pump inhibitors, 
Sucralfate, and Cytotec

PA required after a 90-con-
secutive-day course of treat-
ment with proton pump 
inhibitors.

PA required after 30 consecu-
tive days with Sucralfate.

Concurrent therapy requires 
PA.

Consecutive alternating regi-
mens of different drugs 
counted as part of the total 
90-day period.

Diagnosis of:
•  Hypersecretory conditions (Zollinger-Ellison syndrome, systemic 

mastocytosis, multiple endocrine adenomas)
•  Symptomatic gastroesophageal reflux (not responding or failure 

of maintenance therapy)
•  Symptomatic relapses (duodenal or gastric ulcer) on maintenance 

therapy 
•  Barretts esophagus
•  GERD

Other conditions considered on an individual basis.

Sucralfate authorized for an initial 30-day concurrent therapy with his-
tamine H2-receptor antagonists and proton pump inhibitors.  Concur-
rent therapy for a period exceeding 30 days considered duplicate 
therapy and not covered.  

Concurrent, combination therapy of proton pump inhibitors and hista-
mine H2-receptor antagonists regarded as duplicate therapy and not 
covered.

Migraine Headache Drugs
For monthly quantities 
greater than 9 tablets:

Imitrex (sumatriptan): 4 
injections (2 kits) or 6 units 
of nasal spray 

Maxalt (rizatriptan) 

Zomig (zolmitriptan) and 
Zomig ZMT (zolmitriptan)

Migranal 
(dihydroergotamine):  4 units

Axert (almotriptan)

Frova (frovatriptan)

Relpax (electriptan)

Amerge (naratriptan HCl)

Indicated only for treatment of acute, migraine/cluster headache 
attacks for patients who meet the following criteria:

•  No history of, or signs or symptoms consistent with, ischemic 
heart disease (angina pectoris, history of MI or documented silent 
ischemia) or Prinzmetal’s angina

•  No uncontrolled hypertension
•  No complicated migraine including vertebrobasilar migraine
•  Not pregnant
•  No use of ergotamine-containing medication(s) within previous 

24-hours
•  No use of MAOI within previous 2-weeks
•  Non-responsive to NSAIDS, acetaminophen, combination anal-

gesics (isometheptene, butalbital, +/- metoclopramide), or ergot 
derivatives, or these medications are contraindicated

Only one migraine medication may be prescribed within a month. 

Concurrent therapy with Stadol will not be covered.
4.16 PASSPORT and Prior Authorization
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PA Criteria for Prescription Drugs (continued)
Drug Criteria

Aggrenox
(aspirin/dipyridamole)

For prevention of recurrent stroke in patients who have experienced a 
transient ischemic attack or previous ischemic stroke and who have 
had a recurrent stroke while on aspirin or have failed plavix and have a 
contraindication to aspirin.

Toradolral (ketorolac)
For quantity greater than a 5-
day supply within a month

Indicated for the short-term treatment of acute pain.  Authorization 
considered on an individual basis.

Stadol (butorphanol)
PA required for quantities 
greater than 3 - 2.5 ml 
metered dose spray pumps 
within a one-month period

Indicated for management of pain including post-operative analgesia 
or acute migraine headache pain for patients who meet the following 
criteria:

•  No history of hypersensitivity to butorphanol or any components 
of the product

•  No history of narcotic dependency or abuse
•  Not pregnant
•  No ulcerations of the nasal mucosa
•  No history of psychological or neurological disorder
•  No history of head trauma within the previous 7 days
•  18 years of age or older
•  Non-responsive to NSAIDS, acetaminophen, combination anal-

gesics (isometheptene, butalbital, +/- metoclopramide), or ergot 
derivatives, or these medications are contraindicated.

Smoking Cessation Drugs

Nicotine-replacement 
products
Zyban (buproprion)

Authorization given for 4-month course of therapy.  Four trials of ther-
apy are allowed.

Trental (pentoxifyline)
Pletal (cilostazol) 

For greater than 12-week sup-
ply within a 12-month period.

•  Diagnosis of intermittent claudication as the result of chronic 
occlusive arterial disease (COAD) of the lower limbs.  Possible 
causes of COAD include: arteriosclerosis obliterans, throm-
boangiitis obliterans (Buerger's disease), arteritis, trauma, con-
genital arterial narrowing, or other forms of peripheral vascular 
disease resulting in chronic vascular occlusion in the legs; and

•  The patient has shown clinical improvement in their COAD while 
on pentoxifylline or cilostazol.

•  Considered on an individual basis when pentoxifylline or cilosta-
zol is being used as part of a standardized treatment protocol, e.g. 
bone marrow or oncology treatment protocols.

Viagra (sildenafil)
Quantity limited to one (1) 
tablet per month

•  Diagnosis of erectile dysfunction.
•  Males only, 18 years of age or older.
•  No concomitant organic nitrate therapy.
PASSPORT and Prior Authorization 4.17
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PA Criteria for MHSP Prescription Drugs
Drug Criteria

buspirone (Buspar) •  Augumentation of depression and/or obsessive compulsive disor-
der (OCD). 

•  Generalized anxiety disorder.
zaleplon (Sonata)
zolpidem (Ambien)

Trial and failure with at least two multi-source prescription sleep-
inducing drugs. 

amotrigine (Lamictal) •  Diagnosis of bi-polar disorder.
•  Intolerance, contraindication, or partial response to Lithium, 

Tegretol, or Depakote.
guanfacine (Tenex)
isradipine (DynaCirc)
levothyroxine sodium 
(Synthroid)
liothyronine sodium 
(Cytomel)
pindolol (Visken)
propranolol HCl (Inderal)
verapamil, 
verapamil HCl (Calan)

Use as augmentation strategy specifically related to mental health 
treatment.

maprotiline HCl (Ludiomil) Considered on an individual basis.
sertraline (Zoloft 25 mg & 50 
mg )

Authorized for patients requiring dosages where tablet splitting would 
be innappropriate (i.e., 75 mg, 125 mg).

gabapentin (Neurontin) Must specify if anxiety (generalized anxiety, panic disorder, post trau-
matic stress disorder) and/or compelling reason with bipolar disorder.

topiramate (Topamax) Diagnosis of bipolar disorder, obesity, intolerance, time effective of 
Lithium, Depakote, Trileptal/Tegretol.
4.18 PASSPORT and Prior Authorization
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• For services where codes or definitions differ between the CPT-4 and the
American Society of Anesthesiologists’ Relative Value Guide, Medicaid
adopts the CPT-4 version.

• Include the total number of minutes in field 24g (Days or Units) on the
CMS-1500 claim form.  Medicaid will convert the number of minutes to
the number of time units.  Do not include the base units on the CMS-1500
as the claims processing system determines the number of base units (see
the Completing a Claim chapter in this manual).

Bundled services
Certain services with CPT-4 codes (eg., telephone advice, some pulse oximetry
services) are covered by Medicaid but have a fee of zero.  This means that the
service is typically “bundled” with an office visit or other service.  Since the
bundled service is covered by Medicaid, providers may not bill the client sepa-
rately for it.

Cosmetic services
Include the prior authorization number in field 23 (Prior Authorization Num-
ber) on the CMS-1500 claim form (see the Completing a Claim chapter in this
manual).

EPSDT Well Child Screens
• Bill for a complete screen using the appropriate evaluation and manage-

ment (E&M) code for preventive medicine services.  
• When billing for partial screens, use the appropriate preventive medicine

code with modifier 52 (reduced services).
• See also the EPSDT chapter in this manual.
• For EPSDT overrides on limits and cost sharing, see the Completing a

Claim chapter in this manual.

Family planning services
Contraceptive supplies and reproductive health items provided free to family
planning clinics cannot be billed to Medicaid.   When these supplies are not
free to the clinic, providers associated with a family planning clinic can bill
Medicaid for these items using local code Z0695.  These items include:  

For family planning overrides on cost sharing, see the Completing a Claim
chapter in this manual.

•  Diaphragm •  Oral contraceptive
•  Foam jelly/cream •  Terazol
•  Condoms •  Bichloracetic acid
•  Monistat •  Trichloroacetic acid
•  Sultrin •  Contraceptive film
Billing Procedures 6.9
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6.10 Billing Procedures

Immunizations 
• Use code Z0805 to bill for the administration of vaccines under the Vac-

cines for Children (VFC) program.
• There must be a VFC covered code for each unit of service billed with code

Z0805.  For a list of VFC covered vaccines, contact the Department’s
immunization program at (406) 444-5580.

• No more than four diagnosis codes are necessary.
• Bill each VFC code with $0.00 charges.  

For example, a provider administers two vaccines:  MMR and pneumococcal
conjugate.  The provider’s charge for each vaccine administration is $5.00.  

Obstetrical services
If the provider’s care includes prenatal (antepartum) and/or postnatal (postpar-
tum) care in addition to the delivery, the appropriate global OB code must be
billed.  Antepartum care includes all visits until delivery, and there are different
codes for specified numbers of visits.  There are also different codes for
antepartum and postpartum care when only one or the other is provided.
Please review your CPT coding book carefully.

Reference lab billing
Under federal regulations, all lab services must be billed to Medicaid by the lab
that performed the service.  Modifier 90, used to indicate reference lab ser-
vices, is not covered by Medicaid.  

Sterilization
• For elective sterilizations, a completed Informed Consent to Sterilization

(MA-38) form must be attached to the claim for each provider involved or
payment will be denied.   This form must be legible, complete, and accu-
rate, and revisions are not accepted.  It is the provider’s responsibility to
obtain a copy of the form from the primary or attending physician.

• For medically necessary sterilizations (including hysterectomies), one of
the following must be attached to the claim, or payment will be denied:

•  A completed Medicaid Hysterectomy Acknowledgement form 
(MA- 39) for each provider submitting a claim.  See Appendix A 
Forms for the form and instructions.   It is the provider’s respon-
sibility to obtain a copy of the form from the primary or attending 
physician.  The client must sign and date this form at least 30 
days prior to the procedure (see 42 CFR 441.250 for the federal 
policy on hysterectomies and sterilizations).
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